Implications for Public Health Practice: Obesity should be addressed through a comprehensive approach across multiple settings and sectors that can change individual nutrition and physical activity behaviors and the environments and policies that affect these behaviors. New and continued national, state, and community-level surveillance of obesity, its behavioral risk factors, and the environments and policies that affect these behaviors is critical to monitor progress in obesity prevention and to target interventions. associated with obesity accounted for 27% of the increases in U.S. medical costs (4). For 2006, medical costs associated with obesity were estimated at as much as $147 billion (2008 dollars); among all payers, obese persons had estimated medical costs that were $1,429 higher than persons of normal weight (5) . In 2001, the Surgeon General called for strong public health action to prevent and decrease overweight and obesity (3) .
The Behavioral Risk Factor Surveillance System (BRFSS) measures height and weight through self-report in state-based surveys; data are released every year. In 2000, a Healthy People 2010 objective was established to reduce the prevalence of obesity among adults in the United States to 15%.* This objective is based on obesity prevalence from measured height and weight among participants in the National Health and Nutrition Examination Survey (NHANES). Because NHANES provides only national and not state-specific estimates, CDC uses the state-based BRFSS data and applies the 15% prevalence figure as a reasonable target for selfreported obesity prevalence in the states. As of 2007 (6) , no state had met the Healthy People 2010 objective to reduce the prevalence of obesity among U.S. adults to 15%. To characterize the most recent trends, CDC used data from the 2009 BRFSS survey to estimate the national and state-specific prevalence of obesity among adults aged ≥18 years.
Methods
BRFSS is an ongoing annual, state-based, random-digit-dialed landline telephone survey of the U.S. civilian, noninstitutionalized adult population. States use BRFSS data to identify and monitor the prevalence of behaviors and health conditions and to develop and evaluate risk prevention initiatives. BRFSS data are weighted for probability of selection to match the age-, race-, and sex-specific populations of participating states and the District of Columbia (DC). Since 1984, BRFSS has asked survey respondents to report their weight and height. (6, 7) . T-tests were used to assess statistical differences in the total prevalence estimates.
Results
The overall estimated prevalence of obesity was 26.7% (95% confidence interval [CI] = 26.4%-27.0%). Obesity prevalence varied substantially by selected characteristics (Table) , with the greatest prevalences found among adults aged 50-59 and 60-69 years (31.1% and 30.9%, respectively), nonHispanic blacks overall (36.8%), non-Hispanic black women (41.9%), Hispanics (30.7%), and residents of the Midwest (28.2%) and South (28.4%). For both men (22.9%) and women (18.6%), obesity prevalence was smallest among those with a college education; overall, prevalence was greatest among those who did not graduate from high school (32.9%), with prevalences of 29.6% among men and 36.4% among women.
The overall prevalence of 26.7% for 2009 is 1.1 percentage points (CI = 0.7-1.5) greater than the 25.6% (CI = 25.3%-25.9%) estimate for 2007 (6) (Figure) . In contrast, in 2000, 28 states had prevalences of <20%, and no state had a prevalence of ≥30%. In 2005, four states had prevalences of <20%, and three states had prevalences of ≥30%. In 2007, only one state had a prevalence of <20%, and three states had prevalences of ≥30%. million additional adults whose self-reported heights and weights yielded a BMI of ≥30. Previously documented disparities in obesity prevalence continued by age, education, and race/ethnicity (6,7). Of particular concern are the high prevalences among non-Hispanic black women and persons with less education.
Conclusions and Comment
BRFSS estimates of obesity prevalence rely on self-reported height and weight, which likely produces underestimates because both men and women tend to overestimate their height and women tend to underestimate their weight (8) . The overall 2009 BRFSS obesity prevalence estimate of 26.7% is 7.2 percentage points lower than the national 2007-2008 estimate of 33.9% from NHANES, for which height and weight were measured rather than self-reported (1).
In the BRFSS survey, the prevalence of obesity varied from 18.6% to 34.4% among states, with greater prevalences observed in the South and Midwest. Differences in demographic characteristics associated with obesity, dietary and physical activity behaviors, or environments and policies that affect these behaviors might contribute to the variability. However, the finding that no state met the Healthy People 2010 goal of 15% prevalence, despite the likelihood that state prevalences are underestimated, suggests that past efforts and investments to address the problem have not been sufficient. Thus, efforts need to be intensified. The problem of obesity is inherently complex, and no single strategy has been determined most effective. As such, the need for a comprehensive approach was stressed recently in The Surgeon General's Vision for a Healthy and Fit Nation 2010 § and the 2010 report of the White House Task Force on Childhood Obesity. ¶ These reports highlight the need to 1) address both nutrition and physical activity, 2) work across multiple settings (e.g., medical-care sites, worksites, and communities) and multiple sectors (e.g., industry and government), and 3) change individual behaviors as well as the environments and policies that affect those behaviors. For example, research indicates that environmental and policy supports for physical activity (e.g., access and community design)** and for nutrition (e.g., access to supermarkets) (9) are associated with increased physical activity and improved diet, including greater consumption of fruits and vegetables. A comprehensive approach also should use the best available evidence and should evaluate new strategies.
Based results if respondents overall or by state have different characteristics related to obesity status than nonrespondents. Finally, it is unknown whether the extent of overestimation of height and underestimation of weight has changed over time, which could impact the self-reported trend data in this report. New and continued national, state, and community-level surveillance of obesity, its behavioral risk factors (e.g., physical inactivity and consumption of sugar-sweetened drinks or high energy-dense foods), and the environments and policies that affect these behaviors is needed to monitor progress in obesity prevention and to target and assess the impact of interventions. 
Reported by

